**INTRODUCTION:** Reconstructive surgeons are often faced with the need to amputate when limb salvage is no longer a viable option. Burn center patients present not only with burn injuries but also necrotizing infections, purpura fulminans, frostbite, toxic epidermal necrolysis, and crush/degloving trauma. With comorbidities and extent of injury, all are at risk for amputation given the soft tissue destruction and systemic organ compromise that occurs. Because they are not well defined in the literature, the purpose of this study was to determine prognostic factors which predispose patients to extremity amputations. With early identification, multiple and extensive preservation salvage efforts in "at risk" cases may be eliminated, facilitate earlier recovery, and conserve finite resources.

**METHODS:** This retrospective registry review (2000--2017) compared patients who required amputations with those who were more suitable for reconstruction. Cases were further matched by age, sex, total percent body surface area (%TBSA), and type/location of injury, to control for possible confounding variables.

**RESULTS:** During this study period, 110 patients with amputations were compared to 12,997 with upper or lower salvaged extremities. The main etiology was flame burn (25%) with a high percentage burn injury as the most common precipitating event (59%). Amputations were mainly digital (39%) and transtibial level (33%). Comparing amputees (AP) to non-APs (NAPs), there were significant differences in mean age (50 versus 34 years; *P* \< 0.001), %TBSA (20 versus 8%; *P* = 0.003), and length of stay (33 versus 11 days; *P* \< 0.001). Comorbidities such as cardiovascular (relative risk, 4.3; *P* \< 0.001), liver (RR, 4.8; *P* \< 0.001), renal insufficiency (RR, 19.1; *P* \< 0.001), diabetes mellitus (RR, 5.0; *P* \< 0.001), and alcohol abuse (RR, 4.3; 95% CI; *P* \< 0.001) increased the risk of amputation. In the matched control cohort, burn etiology comprised 25 (57%) of the injuries (11 APs and 14 controls). Of those admitted for nonburn mechanisms, 4 APs and 5 NAPs had infectious processes (20%); 2 in each group with frostbite (9%), 2 APs and 1 NAP with purpura fulminans (7%), and 2 APs with 1 NAP had other conditions. There were 3 deaths in the AP and 2 in the NAP groups. Two of the older patients died of non--ST-elevation myocardial infarction complications during their hospitalization. Of 44 patients, 12 (27%) had upper and lower extremity amputations. Of 66 total amputations performed, 30 (46%) were upper extremity only, 24 (36%) were lower only, and 12 (18%) were in both. The age (48 ± 22 versus 44 ± 20 years; *P* = 0.46) and %TBSA (25 ± 55 versus 22 ± 25; *P* = 0.67) of the 2 groups were similar; however, the APs had a longer length of stay (42 ± 22 versus 21 ± 21 days; *P* \< 0.002) compared to NAPs. The AP developed more infections such as sepsis, urinary tract infections, pneumonia, and gangrene (16 \[73%\] versus 6 \[27%\]; *P* \< 0.002) and subsequently required more antibiotics (21 \[68%\] versus 10 \[32%\]; *P* \< 0.0002).

**CONCLUSIONS:** Prognosticating factors such as injury severity and stress, older age, comorbidities, intensive therapy requirements, and infectious complications increase the risk for upper and lower extremity amputations.
